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data, are inadequate to cope with very large quantities of data from prolonged experiments producing gradual changes in the ECG. Masses of data are most consistently and reliably processed by computer, but tabular output as usually associated with computers is very difficult to assess. Graphical output from a computer overcomes these disadvantages, and allows the use of powerful techniques difficult or impossible by manual means. One of these is the isometric plot (Fig 1) , which may be used to show progressive changes in waveforms (Fig 2) or differences between current waveforms and controls (Fig 3) . Discrete numerical values derived from waveforms or other sources are conveniently ranked before the isometric plot is made (Wilton-Davies 1972); this permits the plotting of many thousands of values in a small compass in such a way that one or two deviations from normal are outstanding (Fig 4) . 
Middlesex)
In an attempt to characterize the hmemodynamic state after homograft replacement of both the aortic and mitral valves, 20 patients were studied within the first forty-eight hours after operation. All had severe rheumatic disease of the aortic and mitral valves, and their ages varied from 22 to 65 years with an average of49.
Catheters were introduced, at the time of operation, into right and left atria, pulmonary artery, and radial artery. Pressures were measured using Bell & Howell strain gauges and a Devices multichannel recorder. The cardiac output was determined using the dye dilution technique. The pressure was 6.8 mmHg and the left atrial pressure 8.7 mmHg. The mean pulmonary artery pressure was 27 mmHg and the calculated pulmonary vascular resistance 385 dynes/cm5.
In this series the slightly depressed cardiac output is thought to be due to the elevated pulmonary vascular resistance and not due to impairment of left ventricular function, as the left atrial pressure was not significantlyelevated.Cardiac performance is better than that reported after prosthetic valve replacement. This is believed to be due to the absence of any protrusion into the left ventricle and the better flow characteristics of the unstented homografts.
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Radiotelemetry of Feetal Heart Sounds by D J MacRae MD FRCS and G E Smythe ASIERE MITE (The Maternity Hospital, Watford)
Transmission of fcetal heart sounds (FHS) by radiotelemetry was first introduced into obstetric practice (MacRae & White 1970) to provide continuous monitoring of the foetal heart sounds during labour. The faetal heart signals are picked up by a scalp electrode which is connected to a miniature radio transmitter and relayed to a radio receiver; the signals can be transferred for permanent record to a pen-writer or an ECG machine. An abdominal transducer designed by G E Smythe is used in cardiotachometry when the cervix is closed or when a scalp electrode is not desirable; heart signals from the abdominal transducer are taken to a signal-processing unit where they are amplified and filtered with attenuation of high frequencies and converted into a pulse which is fed into the transmitter. Telemetering of the FHS has also been used during delivery by obstetric forceps and by vacuum extractor. In the case of the vacuum extractor, a suction cup made of special nylon is used; it withstands high pressure, is nonconductive, and has electrode terminals round the rim (MacRae et al. 1969 ). The ECG traces can provide the full QRS complex and when free from extraneous frequencies enable study to be made for any abnormality in wave form. In the second stage of spontaneous labour and during forceps or vacuum delivery of the foetus the FHS can be readily recorded, if necessary by reducing gain to lessen noise and the rate counted from the R-wave peaks. Continuous monitoring of the fcetal heart in labour using radiotelemetry was shown to have distinct advantages to the mother, foetus and accoucheur, especially in freedom of movement for the mother (MacRae & White 1973 
